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995 Worthington Street, Springfield, MA 01109

Telephone (413)734-5376  Fax (413)737-7949


EMPLOYEE ACCIDENT FORM
Employee Name_____________________________________    Home Telephone________________   

Home Address_______________________________   Marital Status  ___Single  __Married
________________________________________    No. of Dependents ________

Social Security #______________________        Sex ___Male  ___Female     Date of Birth ___________
Date of Hire________________  Hourly Wage/Wkly Salary__________  Hours worked per day______

*************************************************************************************

Insurance Carrier:  Insurance Carrier:  A.I.M. Mutual Ins., 54 Third Avenue, P.O. Box 4070, Burlington, MA 01803-0970  

Workers Comp Policy Number  VWC-100-6019768-2015A  MHA's Federal Tax ID 046-197-938
*************************************************************************************

Date of Injury ____________        Time of Injury     :       ___A.M.   ___P.M.  Source of Injury__________

Address Where Injury Occurred___________________________________________________________  

On Employer's Premises? ___Yes ___No   Regular Occupation__________________________________  

Regular Occupation When Injured? ___Yes ___     No  To Whom Injury Reported?__________________

Date Reported____________    If Employee has Returned to Work, Date of Return __________________  

Describe How Injury Occurred ___________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________ 

Nature of Injury(ies) (Burn, fracture, Cut, etc.)______________________________________________________________

Injured Body Part(s) Description__________________________________________________________

Name and Location If Treatment Received _____________________________________________
____________________________________________________________________________________

Name of Person Completing Form (Print)______________________________  Date ________________

Signature & Title ______________________________________________________________________

Please Fax to HR Dept. 737-0769                             

Employee Accident Form 
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